*uyetn ( Chronic. suggesting 1 Malignant disease of stomach or colon.
Inflammatory diseases-appendicitis, &c.
(3) Gynmecological symptoms (salpingitis). (4) Nervous symptoms (painful back, heels, &c.) .
No Symptoms I do not wish to enlarge upon this group, as it is well known that almost all diseases of the genito-urinary tract have been found by pathologists at autopsy, though they have been unsuspected during life, both by patient and medical attendant. I will quote three representative cases only.
(i) Large papilloma of bladder; carcinoma of ce8ophagus.-Patient, aged 34, admitted on account of carcinoma of the cesophagus. An cesophagectomy was contemplated, and he was thoroughly overhauled by physicians. He had no urinary symptoms, and the urine was normal. The cesophagus was explored (by Professor Grey Turner) through the chest, and was irremovable. He was allowed to go home, but returned to the hospital and died of his disease three months later. At the post-mortem examination a large papilloma of the bladder was found.
(ii) Bilateral rcnal calculi.-This patient, aged 41, actually had a symptom referable to the urinary tract, but it was discovered only on routine questioning and was so insignificant that it might excusably have been overlooked.
The patient came to hospital complaining only of strangulated heemorrhoids. On systematic investigation he said that for four weeks he had had occasional pain at the end of micturition, referred to the tip of the penis. The only abnormality that could be discovered (apart from the hiemorrhoids) was a palpable right kidney. Cystoscopy showed a small stone in the bladder, and dye tests, 10 c.c. 0.4% indigo-carmine intravenously, left ureteric orifice, ten minutes; right ureteric orifice, fifteen minutes. A plain skiagram showed bilateral renal calculi.
The patient remembered having had a typical attack of lumbago five years previously. It had lasted for one week, and apart from this, in spite of the gross renal disease, he had never lost a day's work as a bricklayer until the day on which he came to hospital. (iii) Hypernephroma.-Found post mortem in a patient aged 65, who died of peritonitis, due to an abscess in the appendix.
Gastro-intestinal Symptoms
Acute intestinal obstruction.-The symptoms of acute intestinal obstruction-pain, vomiting, distension, absolute constipation (no passing of faces or flatus)-occur in many different disorders of the urinary tract. They sometimes follow prostatectomy (suprapubic removal or endoscopic resection) when spinal, or gas-and-oxygen anmesthesia has been employed. They occur sometimes after an easy nephrectomy, and it is customary to regard them as due to a temporary uraemia, the obstruction being of the nature of a paralytic ileus.
Acute intestinal obstruction may be the only symptom of pyonephrosis and perinephric abscess; I think this possibility has not been sufficiently emphasized in the past. I will quote two cases:
(i) Male, aged 66. I had removed the prostate suprapubically, in two stages, a year previously. The patient had been back at work for nine months when he bad a definite attack of what I took to be acute intestinal obstruction.
He had violent colicky pains across the abdomen, with peristalsis audible to his friends. He vomited all ingested food and had absolute constipation, passing neither foeces nor flatus for five days, and the abdomen became greatly distended. He recovered from the attack under medical treatment and came to my Follow-up Department three weeks afterwards.
On examination.-He had lost weight, looked very ill, and was febrile. Temperature 990; pulse 75. Physical examination negative. No abdominal masses; no rigidity or tenderness. Sigmoidoscopy showed the pelvic colon and rectum to be normal, apart from some hiemorrhoids. Urine clear; microscopically showed pus cells. Bacillus coli found on culture. Barium enema: Some spasticity of descending colon. Blood-urea 42 mgm.
per 100 c.c.
From the history of this attack and the recent loss of weight, I suspected an early carcinoma of the colon, and explored the abdomen. The intra-peritoneal viscera were normal, but the right kidney was enlarged. There was a small mass of coagulated lymph free in the peritoneum. When the patient had recovered from the laparotomy I investigated the renal enlargement.
Catheterization of the right ureter produced turbid urine, pus, and Bacillus coli, and a retrograde pyelogram (40 c.c. of mnedium injected under fluorescent screen control) showed ? a large hydronephrosis.
The patient had an attack of coronary thrombosis, and it was then decided to treat what was regarded as an infected hydronephrosis by renal pelvic lavage. The patient died about two months after the abdominal operation.
Post-mortem report: Pyonephrosis and perinephric abscess, the abscess cavity having very thick walls. Coronary sclerosis and infarction of left ventricle.
The second case was of intense interest.
(ii) The patient, aged 59, had undergone prostatectomy nine years previously. Admitted with fracture at lower end of right tibia and fibula.
After being in bed for a week, making a straightforward recovery, he began to vomit, and his abdomen became distended. He had no great pain, but peristalsis was heard over the right side of the abdomen. He was treated with pituitrin, calomel, and enemata, without result. On the following day his general condition was worse. He was vomiting and the abdominal distension was very great. Audible peristalsis. X-rays showed gross gas distension of the large bowel, apparently due to obstruction in the descending colon. The urine contained pus, and on culture grew Bacillus coli. Ciecostomy was performed, a local anmesthetic being used. The general condition then improved rapidly; a barium enema showed the whole of the large intestine to be somewhat enlarged, but otherwise normal.
Two weeks after the eceostomy a large quantity of pus was passed per rectum.
When the patient was well enough, he was sent to a convalescent home for six weeks.
WVhen he returned the cecostoiny was still present. Urine culture: Pus and Bacillus coli.
He began to go downhill, and died about five and a half months after the fracture. Post-mortem report: Pyelonephritis, right and left. Descending colon firmly adherent to left kidney. I regard this patient as having had a left perinephric abscess which caused the obstruction, and later discharged into the bowel. I suggest that in both these cases the obstruction was mechanical, in that the inflammation around the kidney had spread forwards to involve the colon.
In the hospital at present there is a patient, aged 69, who had a prostatectomy six years ago and was extremely healthy until four weeks ago, when sudden severe pain developed in the left hypochondrium. The abdomen became very much distended, and the patient vomited and was Constipated, though he passed flatus. He had some signs pointing to urinary tract infection as he passed purulent urine, and perinephritis was suspected.
A plain skiagram showed enormous distension of the large intestine, and barium enema showed an apparent hold-up in the descending colon. The patient was kept under observation and last week an anterior perinephric abscess was opened.
In neither of the first two cases had the patient any symptoms pointing to the urinary tract.
Acute intestinal obstruction of paralytic type also occurs in chronic interstitial nephritis. I have twice been asked by medical colleagues to operate in such cases when medical measures have failed, and I have drained the cocum. These cases of ileus are difficult to explain in chronic renal disease; why should a uraemic patient become so distended ?
Chronic intestinal obstruction.-This occurs in certain conditions causing progressive renal failure, i.e. increasing constipation, loss of weight, loss of appetite. This triad always suggests carcinoma of the colon, and when there are no urinary symptoms whatsoever, the difficulty of diagnosis of a renal lesion is great.
This was first brought to my notice by Professor Grey Turner in an address to the Nottingham Medical Society in 1929 on " Unusual Symptoms in the Enlargement of the Prostate ", but it was demonstrated dramatically in the following case:
A patient, aged 70, who came to hospital about five years ago. He gave a history of increasing difficulty in having his bowels moved, progressive loss of weight and loss of appetite. He had no urinary symptoms. Physical examination revealed nothing apart from a recent emaciation. A barium enema showed a narrowing at the pelvirectal junction. I suspected an early carcinoma of the colon, and explored the abdomen. Nothing abnormal was founid. Acute retention of urine developed after the operation, and the patient did not pass urine normally until the prostate had been removed. Three months after prostatectomy he had regained his lost weight and his bowel habit became regular.
Recently we have had in hospital two female patients, both aged 45, and both complaining of loss of appetite, loss of weight, and increasing constipation. They had never had any pain and had had no urinary symptoms. In the out-patient department they were believed to have carcinoma of the colon, but on admission as in-patients were found to be suffering from bilateral renal calculi. The gastrointestinal tract was normal.
This triad is also seen in cases of congenital cystic disease of the kidney without other symptoms.
Symptoms suggesting carcinoma of the stomach.-In some cases there are symptoms indistinguishable clinically from those of carcinoma of the stomach. This is especially in regard to hypernephroma, and is illustrated by the following two cases:
(i) A man, aged 56, was admitted to the medical wards complaining of loss of appetite, loss of weight, and voiniting after meals. There were nlo urinary symptoms and the urine was normal.
On examination he was found to be emaciated, but nothing abnormal was discovered, apart from gross antemia. Hb. 54%. A barium meal was given and the stomach and duodenum were seen to be normal. A plain skiagram showed a rounded shadow in the left hypochondrium, the only clue to the real diagnosis being thus given by the radiologist.
Intravenous pyelography showed a hypernephroma which was removed by Professor Grey Turner.
Again, these symptoms were ascribed to uraemia, the blood urea being 40 mgm. Yet only one kidney was affected; these symptoms do not develop in patients who have one kidney removed for other conditions. It seems that the growth itself causes these grave symptoms, and I was very much struck by a phrase in the President's Address on " Vesical Exclusion " in which he ascribed the mortality in some of his cancerous cases to a " secret subtle poison ".
(ii) In this second case the patient was a man aged 75, who complained of loss of appetite, loss of weight (2 stones), and a feeling of distension and discomfort after meals, of six months' duration. He was thin, tired, and weak. Physical examination revealed nothing abnormal apart from gross wasting. The lower pole of the right kidney was palpable, but not more so than many normal kidneys. Again it was thought that we were dealing with a carcinoma of the stomach as there were no urinary symptoms and the urine was normal. A barium meal showed a normal stomach. A retrograde pyelogram (right) showed typical hypernephroma.
The patient was too ill to undergo an operation, and he died six weeks after admission. A specimen was obtained showing metastases in the lungs, liver, adrenals, spine, and mesenteric glands. Symptoms of inflammatory lesion in the gastro-intestinal tract.-Several pathological conditions in the genito-urinary system mimic acute appendicitis. Of these the most common is ureteric calculus. I suppose that many of us have removed a normal appendix in cases of ureteral stone, and most of us have aided the passage of calculi when other surgeons have removed a normal appendix. I shall not refer to this further than to say that in each of the last three cases in which I have dealt with the calculi I have satisfied myself that the surgeon who had removed the appendix had been fully justified, on his clinical examination, in operating. That is to say, the abdominal colic, the vomiting, the temperature, and the tenderness and rigidity were all typical -of retrocaecal appendicitis. The urinary analysis was negative.
Even if blood is present in the urine it does not necessarily point to a stone. I was asked to see a patient of one of my colleagues three months ago. He had abdominal pain, vomiting, rigidity in the right iliac fossa, and the urine was thick with blood. A gangrenous appendix was removed.
A very rare condition, whose symptoms at first are those of an inflammatory lesion in the gastro-intestinal tract, is renal carbuncle.
A bus driver (aged 36) was sent to hospital with a diagnosis of acute appendicitis. Four weeks before admission he had had a crop of boils on his neck. He had complained of colicky pain radiating from the front of the abdomen to the right iliac fossa, for about ten days. The colic was intermittent, each spasm lasting about half an hour and doubling him up. He had vomited once during the ten days. Bowels regular. He had had no dysuria, D. 3-4 hw,maturia, or frequency, N 0 N. 0 Ont admission.-Temperature 100; pulse 100. Coated tongue. Pain in right iliac fossaradiating to the testis and into the loin. The right side of the abdomen was rigid and tender, and there was slight tenderness in the costovertebral angle.
Urine: Normal; cultures sterile. Blood: Leucocytes 18,000. The condition was diagnosed as perinephritis, and treated conservatively for four days. X-ray examination negative. The general condition then became worse, and it was decided to open the perinephric abscess.
The perinephric space was opened up by a small muscle-separating incision in the loin. No pus was seen. The kidney was exposed and seen to be rather cedematous. The capsule was stripped, and the substance explored. Large quantities of odourless pus were withdrawn, and a drainage tube was inserted. Pure Staphylococcus aureus was grown from the pus on culture.
The urine cultures were sterile for four weeks after operation. After that time pure Staphylococcus aureUs was grown in both blood and urine cultures.
The patient died of staphylococcal pyEemia six weeks after drainage.
On reading my case reports I find that I have had two cases admitted with a diagnosis of appendicitis, because of abdominal pain, vomiting, high temperature, and tenderness and rigidity in the right iliac fossa, but the correct diagnosis of epididymitis was easily made.
Nervous Symptoms Referred pains-.These occur usually in malignant cases. I have at present a patient who has intractable sciatica, and is suffering from a malignant prostatic growth which causes no obstruction.
Painful heels: A very interesting referred pain is that in the heels, from which some patients with benign enlargement of the prostate suffer. I have found this in several of my prostate cases, but it has always been associated with other symptoms. I have noticed that if, in the first stage of a two-stage prostatectomy, I dilate the prostatic urethra digitally, the patient often complains of painful heels afterwards. [March 24, 1938] Stricture of the Ureter. H. P. WINSBURY-WHITE, F.R.C.S. The patient, a woman aged 35, had complained of aching pain in the right loin for four years. During that time there had been attacks of right-sided colic accompanied by vomiting; these had led to the supposition that the appendix was at fault and appendicectomy was carried out but no relief was obtained.
When I saw the patient, there was tenderness to deep pressure in the right loin. The urine was free from pus and organisms, and no stone was seen in a plain skiagram. An intravenous urogram, however, showed a moderate and uniform degree of dilatation of the pelvis and calyces of the right kidney. The left kidney showed no abnormality. A ureteric catheter was obstructed at about 5 cm. from the right ureteric orifice; the catheter, however, was passed up to the kidney. An instrumental ureterogram showed a moderate degree of dilatation of the right ureter which ended abruptly at the pelvic floor. At this stage the question of stone as the cause of obstruction was still unsettled. I therefore passed a wax-tipped catheter up the ureter; this, in its turn, negotiated the stricture and passed on up to the kidney.
An inspection of the wax through a lens, after withdrawal of the catheter, failed to reveal any scratches; I therefore concluded that the obstruction in the ureter was due not to a stone but to a stricture.
Accordingly I made an extra-peritoneal exposure of the ureter at the site of the stricture, and while freeing it from the peritoneum I found an intra-peritoneal tumour, about the size of that of a large plum, adherent to the peritoneum and the ureter. I opened the abdomen and found an ovarian cyst which had formed inflammatory adhesions with the parietal peritoneum. I excised the cyst, which proved to be a simple tumour. I then divided the ureter above the stricture and re-implanted it into the bladder, leaving the patient, for the time being, with a suprapubic cystostomy.
The patient made a good recovery, and nine months later an excretion urogram showed that the right kidney was functioning normally and that there was no dilatation of the right ureter which was clearly defined in its whole length on the radiogram. It was noted, however, in comparing the outlines of the two ureters in the pelvis, that there was a little asymmetry as a result of the shortening of the right ureter consequent upon the implantation. About this time it was ascertained that a ureteric catheter passed freely up the whole length of the right ureter to the kidney.
